OBJECTIVE: Early excessive gestational weight gain (GWG) is associated with large for gestation (LGA) neonates and adiposity. No data exists regarding the impact of early GWG in women with class III obesity. We evaluated the influence of early GWG on neonatal outcomes among this population STUDY DESIGN: Retrospective cohort of women with class III obesity at a single center from 7/2013-12/2017 who gained more than the Institute of Medicine (IOM) guidelines(>20lbs). Women gaining >75% of total gestational weight prior to 28 weeks(EWG) were compared to women gaining less than <75% of their total weight prior to 28 weeks(SWG). Pregnancies complicated by twins, late prenatal care, preterm birth, fetal anomalies, intrauterine demise, and missing BMI data were excluded. Primary outcome was a neonatal composite morbidity and mortality. Secondary outcomes included individual components of composite and LGA. Analysis was performed using simple statistics as appropriate. Regression models used to adjust for confounding factors. RESULTS: Of 144 women who gained greater than IOM guidelines, 42(29.2%) gained early(EWG) and 102(70.8%) were in the SWG group. The EWG group was more likely to be African American, multiparous, use illicit drugs, and have inadequate prenatal care. Gestational diabetes, mode of delivery, macrosomia, and IUGR were not different (Table 1) . Though 11% of the total population had the composite neonatal morbidity, this did not differ between groups (p¼0.4) ( Table 2). LGA was nearly twice as common in the SWG group (41% vs 26%, p¼0.13). In adjusted models, there was no difference between groups in the neonatal composite morbidity or NICU admission. However, EWG was associated with a decreased risk of LGA (AOR 0.25 95% CI 0.08-0.78) and lower median birth weight CONCLUSION: Though adverse neonatal outcomes were surprisingly common in this population, timing of gestational weight gain did not correlate with them. However, increased rates of LGA and higher median birth weight in the SWG group suggests that excessive GWG continuing in the third trimester of pregnancy may be of increased importance for neonatal growth in this group ajog.org
OBJECTIVE: Sepsis criteria that require the use of physiological parameters do not account for pregnancy changes. We sought to compare trends in the prevalence and healthcare cost of deliveryrelated sepsis using two definitions of sepsis. STUDY DESIGN: We conducted a serial, cross-sectional analysis using data from the 2002-15 National Inpatient Sample, the largest allpayer inpatient database in the United States. We used ICD-9-CM diagnosis and procedure codes to identify the study sample of delivery-related hospitalizations, and to capture diagnoses of sepsis using 1) the Sepsis-2 definition, and 2) the World Health Organization (WHO) definition of maternal sepsis (suspected/ confirmed infection with evidence of end-organ damage). We assessed differences in the frequency, prevalence, and temporal trends of sepsis, patient and hospital characteristics, and hospital utilization measures (length of stay, direct hospital medical costs) and in-hospital mortality associated with sepsis. RESULTS: Of the more than 55 million delivery-associated hospitalizations, 13,129 and 45,550 were affected by sepsis based on the Sepsis-2 and WHO definitions, respectively. The rate of sepsis using old criteria was 2.4 vs. 8.3 per 10,000 using new criteria. The rate of sepsis increased during the study period under both definitions with annual percent increases of 6.7% (Sepsis-2) and 7.5% (WHO). In-hospital mortality rate among those with sepsis based on the WHO definition (3.1%) was lower than Sepsis-2 (9.4%). Hospital utilization was statistically significantly higher for Sepsis-2 (mean length of stay (LOS): 15 days; mean cost: $53,700) than for the WHO definition (mean LOS: 9 days; mean cost: $27,100; p<.0001). However, due to the increased number of cases maternal sepsis under the WHO definition, the estimated average annual cost of direct medical care for women with sepsis during delivery was higher for the WHO definition ($84.2 vs. $50.0 million). Regardless of the definition used, all clinical outcomes were significantly increased compared to delivery-associated hospitalizations unaffected by sepsis.
CONCLUSION:
The newer WHO definition classifies significantly more cases as delivery-associated sepsis, and despite capturing less severe cases, may allow an opportunity for more aggressive treatment in an effort to improve outcomes. OBJECTIVE: Many patients will require intravenous (IV) access during the course of pregnancy and peripherally inserted central catheters (PICCs) are commonly used to obtain long-term IV access. Pregnancy is associated with an altered immune response and is also a prothrombotic state; therefore, a theoretical safety concern surrounds the antenatal use of PICCs. The objective of this study was to assess the rate of complications associated with use of PICCs in pregnancy STUDY DESIGN: In order to assess the rate of complications associated with antenatal PICC use, a systematic review was performed by searching published literature for records discussing PICC use in pregnant or postpartum women. We performed a MEDLINE esearch through Pubmed, EMBASE, Scopus, the Cochrane Database of Systematic Reviews, Cochrane Central Register of Controlled Trials, CINAHLPlus, and Clinicaltrials.gov. We included studies with primary data regarding rates of maternal complications from PICC use (infectious, thromboembolic, mechanical failure, superficial thrombophlebitis). Meta-analysis was performed using STATA 12 with the METAN and METAPROP software routines. Pooled estimates with 95%CI were calculated using a random effects model after Freeman-Tukey Double Arcsite Transformation. RESULTS: After removal of duplicates, the primary search yielded 318 articles, with 5 being included for final analysis. The pooled rate of combined infectious and thromboembolic complications was 25% (95%CI 6-50%). Secondary outcomes showed that the pooled rate
